TEMPOROVANDI BULAR JO NT DI SORDERS

| . BACKGROUND

Tenpor omandi bul ar Joint Di sorders (TMD) has been defined
as a collective termenbracing a nunber of clinical problens
that involve the nuscul ature and/or the tenporomandi bul ar
joint itself. Tenporomandi bul ar Joint Di sorder (TMD) has
been used to refer to a group of conditions that are often
called TMJ by the public. Unfortunately, this inprecise
term TM, has been used by physicians and dentists as well
to describe all of the nmyriad of pain problens that patients
experience in association with the head, neck, jaws and
muscles in this anatom cal region of the body. This
inprecision in the use of terns has led to a great deal of
confusion. In an attenpt to clarify this situation, the
followi ng definitions are presented:

There are two distinct categories of TMD

1. Masticatory and cervical nuscle fatigue/spasm pain
and dysf uncti on.

This is a specific termused to describe painful and
debilitating extra-articular mal adies of the head, neck, and
jaws. These problens result fromthe abuse of the
masti catory and cervical nuscul ature secondary to abnorma
par af uncti onal habits such as bruxi smand cl enching of the
teeth in response to stress and/or nyofascial pain.

However, if not controlled or elimnated, these problens
could, in sonme cases, cause intra-articular pathol ogy.

2. Intra-articul ar bi onechani cal dysfuncti on.

This is a specific termused to describe the
consequences of the pathologic entities that occur to the
intra-articular structures of the TM.
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The inmportant distinction is that masticatory and
cervical nuscle pain and dysfunction is not primarily
centered in the joint itself, whereas bionmechanica
dysfunction of the TMJ is directly related to the anatony
and associ at ed pat hol ogy of the joint.

The heal th consequences of TMD can be devastati ng.
Dependence on pain mnedi cations, decreased productivity, and
disability are comon. Most patients who have extra-
articular TMD, fortunately, can be successfully treated and
rehabilitated with a conbination of rest, nedication, change
in habits, and an orthotic appliance. However, those
pati ents whose cause of TMD is intra-articul ar pathol ogy
often cannot be treated successfully w thout surgical
i ntervention.

1. DI AGNOSTI C CRI TERI A -
Masti catory and Cervical Miscle Pain And Dysfunction

A. Pertinent Hi storical and Physical Findings

Intermttent, generalized unilateral or bilateral
dul |, aching preauricular or auricular pain is usually the
first synptom Ovten this |eads the patient to their
physi cian or an otol aryngologist. This pain will frequently
mgrate to the tenporal, cervical, and occipital regions.

Masticatory and cervical nuscle origin pain (extra-
articular) differs fromthe pain associated with intra-
articular bi omechanical dysfunction in that with intra-
articular pain the pain is directly localized to the
affected joint, rather than generalized to an area as is the
pain associated with the extra-articular conditions. Also,
with the intra-articular conditions, the pain is constant
each time the patient functions the nmandi bl e.

The extra-articular patient wll conplain of
decreased range of notion of the mandible. Oten, this is
worse in the norning upon awaking, particularly if the
patient clenches and/or grinds (bruxisn their teeth while
sleeping. Many tinmes the patient will describe a sensation
of their jaw feeling | ocked. This sensation usually goes
away as they go about their daily activities.
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These patients will also conplain that their jaw
feels tired and/or tight after functional notions associ ated
wi th eating, chew ng, or prol onged talking.

O'ten, joint noises such as clicking with function
are described. Patients describe a feeling in their
i psilateral ear of a stuffiness as when going up in an
ai rpl ane.

Al'l of these synptons in the extra-articular
patient are intermttent daily, weekly, or nonthly.

Physi cal exam nation is remarkable for tenderness
to pal pation over the nuscles of mastication, particularly
the deep nmasseter, anterior tenporalis and its tendon and
t he cervical and occipital nuscles to which the pain
m gr at es.

There is usually no intrameatal tenderness to
pal pation, and there may or may not be evi dence of joint
noi se on pal pation or auscultation of the affected joint(s).

The patients will have a decreased range of
mandi bul ar function as denonstrated by neasuring the opening
pattern between the maxillary and mandi bul ar incisor teeth
on maxi mum openi ng. The patients will describe a tight
sensation as they attenpt this maneuver. Lateral excursion
are decreased to the contral ateral side, and protrusive
excursion deviates the mandible to the affected side in
uni |l ateral cases.

B. Appropriate Diagnostic Tests and Exam nations
Suggest ed Sequence

1. dinical D agnosis is supported by these
st udi es:

a. |Imaging - plain or panoram c radiograph to
determ ne that there is no gross articular bony pathol ogy.
b. Differential diagnostic |ocal anal gesia
bl ocks to determ ne extra- vs. intra-articular etiology of
pai n.
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c. Trial dosage of nedication such as NSAID or
nmuscl e rel axant.

C. Inappropriate Diagnostic Tests and Exam nations

1. Masticatory or cervical nuscle evoked
potenti al s.

2. Trial doses of narcotic anal gesics.
D. Supporting Evidence

Il maging is essential to the initial work-up of
these patients to rule out the presence of incipient intra-
articul ar bionmechani cal dysfunction pathology. Differential
di agnostic bl ocks are hel pful in conplex cases in
determining the primary site of the etiology of the probl em
as extra-articular or intra-articular so the treatnent can
be appropriately directed. Trial dosages of NSAI DS and/ or
nmuscl e rel axants can be useful in determ ning etiol ogy and
thus dictate treatnent.

[11. Treat nent

Al treatnment directly associated with masticatory and
cervical muscle pain and dysfunction is done on an
out patient basis. There are occasi ons when the patient has
such a trenendous psychol ogi cal overlay that inpatient
behavi oral nodification therapy is needed.

A.  Appropriate Forns of Therapy
1. Medications

NSAI DS

Muscl e rel axants

Sedati ves

Ant i depressants

Local anal gesic trigger point injections

PoOooTE

2. Othotics

3. Physical therapy
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Exerci ses

Ut rasound

Gal vani ¢ stinul ation
Heat and col d packs
TENS

| ont ophoresi s

TPaooT®

Di et nodification

4
5. Psychol ogi cal counselling
6 Rel axati on t herapy

7

Fam |y therapy
B. Supporting Evidence

Wth the proper early diagnosis of masticatory and
cervical muscle pain and dysfunction with identification of
the etiology and its renoval or treatnment, the vast majority
of these patients can be taught to manage this problem
Progression of this problemuntreated can lead to
bi onechani cal dysfunction in a small percentage of cases

(59 .
C. Esti mated Duration of Care

Extra-articular TMD i s a nmanagenent probl em because
there is no anatom cal or pathological entity that can be
repaired or renoved. The basis of the problemis stress
relieving patterns that | ead to abnormal parafunctional oral
habits that result in fatigue, spasm and nuscle pain.

D. Modi fiers

Modi fying factors are defined as factors that
preci pitate, aggravate, or alleviate the individual episodes
of pain and dysfunction. Frequent precipitating factors
i nclude stressful situations, weather changes, and trauna
Frequent aggravating factors include tooth clenching and
grinding and tension. Frequent alleviating
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factors include heat or ice, rest, nedications, massage,
stretchi ng exercises and rel axation.

| V. DI AGNOSTIC CRITERIA - Intra-articul ar Bi onechani ca
Dysf uncti on

Bi onmechani cal dysfunction of the TMJ] can occur as the
result of the foll ow ng pathol ogic conditions:

1. Trauma
A. Pertinent Hi storical and Physical Findings

Hi story of traunma

Physi cal evidence of fracture

Mal occl usi on

Mandi bul ar dysfunction

Abnormal rel ationship of the jaw
Presence of a foreign body
Henorrhage in external auditory canal
Laceration of external auditory canal
CSF in external auditory canal

CoNoGRWNE

B. Appropriate Diagnostic Tests and Exam nations
Suggest ed Sequence

1. dinical D agnosis is supported by these
st udi es:

a. Ilmaging - Plain or panoram c radi ograph
to determ ne the nature and extent of the fracture and any
di spl acenent.

- CT Scan
- Tonogram
C. Inappropriate Diagnostic Tests and Exam nati ons
a. Arthrogram
b. M

c. Arthroscopy
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D. TREATMENT
Qut patient or Inpatient

1. dosed reduction in cases of:

a. Nondi splaced fracture of the mandi bul ar

condyl e

b. Displaced fracture of the mandi bul ar
condyl e

c. Medical contraindication for open
reducti on

2. Open reduction in cases of:

a. Fracture dislocation of the mandi bul ar
condyl e

b. Mechanical interference with function
by a condyl e

c. Condyle fracture with |Ioss of anterior
— posterior and vertical dinmension which cannot be managed
by cl osed reduction
d. Conpound fracture
e. Displacenent of a mandi bul ar condyl e
into the mddle cranial fossa
E. Supportive Evidence
It has been well docunented that wi th proper
treatnment, fractures of the mandi bul ar condyl e heal well.
F. Estimated Duration of Care

Early nmobilization (2 - 3 weeks) is inportant
to prevent ankyl osis.

H. Estimted Return to Whrk
6 - 8 weeks

2. Internal Derangenent
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A. Pertinent Hi storical and Physical Findings

1. Earaches, headaches, masticatory or
cervical nyal gi as
Clicking or popping of the joint
Locki ng of the joint
Restricted masticatory function
Restricted range of jaw notion
. I magi ng evidence of disc displacenent
and/ or perforation
7.

DA WN

Arthroscopi ¢ evidence of internal
der angenent

B. Appropriate Di agnostic Tests and
Exam nati ons
Suggest ed Sequence

1. dinical D agnosis is supported by these
st udi es:

a. Ilmaging - MR
Art hr ogram
b. Arthroscopy

C. Inappropriate D agnostic Tests and
Exam nati ons
a. Ilmaging - any inmaging that professes to
show di sc di spl acement by condyl ar position
- CT scan

D. Treatnent
Qut patient or Inpatient

1. Arthrocentesis and/or manipul ati on of
mandi bl e
2. Arthroscopic surgery
3. Arthroplasty
a. Discoplasty with or w thout
arthropl asty or discorrhaphy
b. Discectony
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c. Discectony with insertion of
aut ogenous graft
d. Discectonmy with recontouring of the
articular surface and pl acenent of autogenous graft
e. Repair of perforated posterior
attachnent
4. Mandi bul ar condyl ot ony
5. Othognathic surgery
6 Othotics
7 Physi cal therapy

E. Supporting Evidence

It has been well docunented that wi th proper
treatnment, internal derangenents of the TMJ] do well.

F. Esti mated Duration of Care

Wth surgery and post-operative physi cal
t herapy, 4 - 6 nonths.

G Esti mated Return to Wrk

6 - 8 weeks

PROTOCOL HI STORY
Passed: 5/24/94
Effective: 6/13/94
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